MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

OEPAATMENT OF PUBLIC HEALTHM AND WELFARE

STATE FILE NU!
Reglstration District No. Q Primary Registration District N"].-0-03- LE NUMBER
DO NOT WRITE AMENDED )
ON THIS STUB A 10

. AT
M. TAadi O DEdmM ' < & 1 2. USUAL RESIDENCE (Where deceased liyl. (f jflitution: Residence bofore
VS 300 a. COUNYY 8- STATE ['10 b. COUNTY } w“ion)

(] -
Rev. 4/59 T Inside Limits

o St, Louis, Mo, ow  St, Louls County. Yo O Ne D

¢. FULL NAME OF (I# NOT in hospital, give location) Inside Limita d. STREET T cutsi ive | i i
s AODEESS {H cutside, give locatian) Reside on Farm

INSTITUTION Mo, -Baptist Hosp. YeiO No O 8615 Charlton La. Yoo O NoYD

3. NAME OF DECEASED Firy Middle Last 4. DATE Month
{Type or print)

b. CITY (If cuside corporate limits, give TOWNSHIP anly] Langth of atay in 1b c. CITY

DATE AMENDED

Day
OF
Delmer, M. Sallee., DEATH 10 19
5. SEX & COLOR OR RACE 7. married [ Never Married [] 8. QATE OF BIRTH | 9. AGE [lasr birthday) | IF UNDER 1 YEAR IF UNDER 24 HR

Male White Widowed [ Divorced [ 9 _2_3:9 ? 66 Months | Days Hours L Min.

a_
10a. USUAL OCCUPATION [Gwe kind of wark done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

dunrﬁmotf worki, uven i&mlirodl WabaSh 'R'ﬂ'R: ' St . Loul s ’ Mo . U . S. A .

13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE

Oliver 1., Sallee. Mary Calhaghan, Frelda Sallee,

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. | 17. INFORMANT Address

[Yes, no, of unknouvn)l [If yas, giva war or dates of servic: Fre 1da Sallee . 861 5 Ch.al‘lton EI‘ .

18. CAUSE OF DEATH (Enter only one causa par line INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: 4 ONSET A DEATH

IMMEDIATE CAUSE la] . ) B ALN 0 o’ =)

—
P4
Lt
P
=
o
O
[a)

which gave rise to
above cause (a),
stating the under-

Condilions, if any, OUE TO (b}
lying cause |u1.}

DUE TO ()
FART 11. OTHER SIGNIFICANT CONDITIONS CONTRIAUTING 10O DEATH but not reloted jo the terminel PART (L1, Ui deceased was famsle wai

divesye conglition givep in PART [ (a} there » pregnancy in last $0 days.
’sm . oy ]DYenlDNoIDUnkmwn
.
19, WAS AUTOPSY 20a. ACCIDEWT SUICIDE  HOMICIDE 20b. DESCRIBE HOW [NJ CURRED. [Enter nalure of injury in PART | or PART [l of item 18.)
m} O O

PERFO T
YES NO O

20¢. TIME OF Hou Month, Day, Year
INJURY a.m.
p.m.
20d. INJURY OCCURREQD Z0e. PLACE OF TNJURY (2.9, in or about home, | 201, CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [J farm, factary, streat, atfice bldg atc.)
NOT WHILE AT WORK [J

21. 1 snended the decaased from \A.rd— h___\D_\m-and last saw hlm alive o -

Death occurred at // ‘flé P m on the date stated above, and to the best of my knowledge, from tha causes stated.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAIL CERTIFICATION

27+ STGNATURE 275, ADDRESS Z2c. DATE SIGNED

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

: - -
L] q L]
238, BURIAL, CREMATIO?; ] 23c. NAME OF CEMETERY OR CREMEYORY 23d. LOCA (Cily. tfawn, Of County) {Srate)

mt%“ai i Resurrectlion. St. Lou County Mo.

24. NERA RECIOR ADDRESS 25. DATE RECD. BY |LOCAL REG. 26. REG, ‘5
Sl O 00T 21 1363 M .

Grand Blwvd

BY AFFIDAVIT OF

ITEM NO.

{Licensed Embalmer's Statement on Reversa Side}




Dr, V.0.Fish.
Mo, Theatre Bldg,
_1PM25PH, Honday.

STATEMENT BY LICENSED EMBALMER

S e e AT et o T D)

L.t - -

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

~

or by Y ‘ ‘ - RN " _, Student Embalmer No.

g . ", . il .
.7 . ry

warking under 'my personal ‘supervision. - ; o e / : g
- ] - - j J\j—-}:/@%_‘

Signature of Student Embalmer }
N . o S Ltcensed Emba!mer No. _ﬁ_&_
POAddress 57?6“0—0 0220

Note: The ‘above MUST BE SIGNED BY ‘THE LICENSED EMBALMER in"his OWN HANDWRITING (Fa|lure to comply
wulh Ihe above constitutes grounds for revocation of license),
e "If embalmed by a STUDENT he also shall sign in his OWN: handwrmng

If this body is riot embalmed, fact should be so stated above.

Student -

.- - ’ DL e T
i v . s . 1J;.




